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Local boards of health have a long history. They were initially created in the mid-1800s to deal with quarantine and enforcement of sanitation laws. Modern boards of health are linked to local health departments, where they serve as advisory groups or as policy-making bodies for those health departments. A wide variation exists in the powers and functions of boards of health. The responsibilities for each board are determined locally. These differences added to the difficulties inherent in developing a system to measure the performance of these entities.
The publication of the Institute of Medicine's report in 1988 prompted an effort to describe the structure and function of local health departments and their boards. recent survey, conducted in 2005, 74 percent (1697) of the 2293 responding health departments indicated that they had a board of health. Of these, 70 percent (1606) of boards consist of members who are appointed to the positions by elected officials. In addition, the majority of the boards, 87 percent (2000) , represented in the NACCHO survey had policy-making responsibility. 2 In 1997, the National Association of Local Boards of Health (NALBOH) completed a survey of local boards of health. This survey was completed by 1391 of the 3186 boards, a 44 percent response rate. This survey demonstrated that local boards of health are poorly trained, with few having orientation sessions or formal training for board members. More than 974, or 70 percent, of respondents indicate that their board needed training or technical assistance to carry out their responsibility. This is disappointing, particularly because more than 70 percent of these boards make health policy in their community, hire and fire the health department director, and provide financial oversight of the health department's budget. 3 The 1988 Institute of Medicine Report also characterized the core responsibilities of governmental public health as assessment, assurance, and policy development. While this was useful to those familiar with public health and governmental public health organizations, it was not a very effective way to describe the functions of public health to a lay audience. The release of the core responsibilities was followed by the development of and release of the 10 essential public health services, which was seen as a more useful tool with which to describe the role of public health, and which served to promote understanding of the field. 4 Turnock and Miller then used these 10 essential public health services as the basis of their efforts to characterize the performance of local health departments. Their research showed that, in the locales they surveyed, the existence of a board of health, with appropriate powers, was associated with a better performance by the health department. 5, 6 The early work of Miller and Turnock, and their use of the 10 essential public health services (10 EPHS) as a paradigm for assessing health department performance, led to the creation of the National Public Health Performance Standards Program (NPHPSP). This program had four goals 7 :
1. Provide the performance standards that public health systems can use as a guide to improve knowledge.
Constantly and systematically collect and analyze
performance and infrastructure data. 3. Continuously improve quality and enhance accountability for public health systems. 4. Work to create and strengthen the science base for public health practice and the performance of public health system. The Centers for Disease Control and Prevention (CDC), in the 1990s, worked with a number of national public health practice organizations to design a series of instruments to assess the performance of public health system components. These instruments focused on three areas: the local public health system, the state public health system, and the local public health governance board. These instruments, using the 10 essential public health services as a base, developed service standards and a series of questions to ascertain whether the standards are being met.
In the early development of the NPHPSP, the CDC and practice partners decided to examine the entire public health system, not just governmental public health agencies. Moreover, the NPHPSP development was centered on what tasks all components of the public health system should accomplish, rather than identifying each component as being responsible for certain tasks. The original versions of the NPHPSP provided a range of performance for all 10 EPHS. The options for performance ranged from low level to ideal. The instruments were redesigned to set a model standard for each essential service and laid out questions to determine whether the respondents were achieving that model standard. 8 A second version of all three instruments has been developed and will be released later this year. These new instruments have been modified on the basis of difficulties that were identified and addressed with the original instruments. The new versions have the following 9 :
• Modernized the information contained in the survey.
• Eliminated the long lists of subquestions and added discussion boxes without losing specificity to measure performance.
• Added a fifth response to the scale to capture a true zero in scores. The current category measures less than 25 percent but cannot measure a complete lack of activity.
• Added a new questionnaire about priorities of addressing essential services. The information from this questionnaire will accompany score results from the CDC and should improve results from boards of health and force them to state their priorities.
• Been designed to be more streamlined and take a shorter amount of time to complete.
There has been a fair amount of analysis of the results of the local public health system performance instrument. Two major studies of the effect that local boards of health have on local public health system performance have demonstrated that the existence of a board of health and its activities influence the performance of the local public health system. 10, 11 However, no attempt has been made to use the local governance instrument to describe board of health performance, and its impact on public health systems. This article illustrates the current information that we have from completion of the local governance performance instrument.
• Methods
The NPHPSP governance instrument is a selfadministered survey completed by members of the board of health. The indicators provide model standards that specify optimum performance for governing bodies. Each model standard precedes questions and subquestions for the governing body to answer that aid in determining how closely the body meets the model standard. The instrument used an ordinal Likert scale to answer the questions provided. The Likert scale consists of four categories. YES means that greater than 75 percent of the activity in the question is met and receives a score of 1.00. HIGH PARTIALLY means* Also includes sites using field test versions of the NPHPSP Local Public Health Governance Performance Assessment.
that between 50 and 75 percent of the activity is met and receives a score of 0.67. LOW PARTIALLY means that between 25 and 50 percent of the activity is met and receives a score of 0.33. NO means that less than 25 percent of the activity is met and receives a score of 0.00. 9, 12 The scoring method is somewhat complex but all questions carry a value of 1. The stem question gets a weight of 0.3 and all remaining subquestions split the remaining 0.7 of the weight evenly. The indicator score is obtained by totaling all question scores and dividing by the number of questions. Finally, to obtain the essential public health service score, all indicator scores are totaled and divided by the number of indicators. This score is multiplied by 100 to achieve a percentage.
The study population is all jurisdictions that had completed the local public health governance instrument, from 2003 when OMB first approved the use of the instrument, through April 7, 2007 , when the instrument was no longer scored, anticipating the new instrument ( Figure 1 ). As of April 2007, 173 local boards of public health had completed the instrument. Of these, however, 149 were from New Jersey. For a variety of reasons, every local board of health in New Jersey had completed the instrument. In order not to skew the data, we removed the 149 instruments completed by New Jersey, leaving 24 local governance instruments for analysis. This contrasts to the local public health system instrument which 519 instruments have been completed and scored. Similarly, a total of 13 state public health instruments have been completed and scored.
• Results Table 1 shows the distribution of those boards of health completing the instrument and compares them with the proportion that completed the NACCHO profile or NALBOH survey. Given the small numbers in the sample, we have chosen just to report the absolute number of local governance instruments in each category, rather than proportions. We have only reported percentages in Table 1 for the much larger number who completed the NACCHO profile or NALBOH survey, rather than absolute numbers. A quick examination of the table shows that the distribution of jurisdictions completing the local governance instrument is similar to distribution of those that completed the NACCHO profile or NALBOH survey. Figure 1 displays all jurisdictions that completed the local governance instrument version 1 and also those that field tested version 2. Aside from New Jersey, few boards of health, nationwide, completed the instrument and sent the instrument to the CDC for scoring.public health system instrumentTable 2 displays the 24 local boards of health performance scores for all EPHS. These are compared with the mean scores of the 519 local public health system performance instruments that were completed and scored. The boards of health had a mean performance score of better than 70 percent for 3 of the 10 essential public health services. The highest score was 78.85 percent (SD = 18.5) for EPHS 6-Enforce laws and regulations that protect health and ensure safety. The other two highest mean scores were EPHS 2, 71.41 percent (SD = 19.38) and EPHS 7, 70.75 percent (SD = 20.06). These services are diagnose and investigate health problems and health hazards in the community, and link people to needed personal health services and assure the provision of healthcare when otherwise unavailable, respectively. The boards of health scored very poorly on two of the EPHS: EPHS 10, 45.42 percent (SD = 29.67) research for new insights into health problems and EPHS 9, 41.30 percent (SD = 35.07) evaluate effectiveness, accessibility, and quality of personal and population-based health services.
Comparing the mean score for the 519 local health departments who completed the local public health system performance instrument scores to the 24 who completed the local governance instrument; the local boards of health performed at a higher level for all EPHS than the local system performance score. Large differences in the performance between board of health and local health systems occurred for EPHS 1-Monitor health status to identify community health problems, 4-Mobilize community partnerships to identify and solve health problems, 5-Develop policies and plans that support individual and community health efforts, 6-Enforce laws and regulations that protect health and ensure safety, 7-Link people to needed personal healthcare services and assure the provision of healthcare when otherwise unavailable, and 8-Assure a competent public health and personal healthcare workforce.
• Discussion
We did find some preliminary data that are descriptive but clearly require additional research to validate; specifically there are differences in how well local boards score on each of the 10 essential public health services. While there are broad confidence intervals, it is possible to compile results to look at them in the aggregate. By that same token, our data suggest that the local board performance follows the local system performance in the aggregate. Specifically, the mean scores for each EPHS are parallel for the local governance instrument and the local public health system instrument. It would have been very useful to see how the scores scaled within the same jurisdiction, but that data are currently very limited, with only 5 jurisdictions with both board and system scores.
The most apparent problem with the local governance performance instrument is the small number of those that have been completed. We have characterized this as the "forgotten" instrument, given the small numbers that have been scored. This is disappointing, as there is clearly, in the literature, evidence that the activities of the local board of health do influence health department and health system performance. This is a problem from two perspectives. First, because board of health performance influences the success of the local public health system, the results of an evaluation of the local board of health can be used to attempt to improve their performance and, as a consequence the performance of the health department that they are responsible for. Second, the lack of data on local governance performance obviously limits the ability to ascertain what variables contribute to the function of local boards of health, and how that in turn reflects itself in public health system performance and changes in health status. We would not presume to be able to describe why this is so.
As public health accreditation becomes an issue, the nature and performance of the local board of health will likely become more important. NALBOH is the youngest of the public health practice organizations, and there are very limited numbers of state associations of local boards of health. One of the interests in establishing state associations of local boards of health is to aid in assessment of local board of health performance, which can then be used to promote education, development, and perhaps ultimately aid in accreditation. Perhaps these developments will prompt additional boards to complete the instrument.
There is a new local governance instrument that is in process of release; this parallels the release of new versions of each of the performance instruments. This new version is designed to decrease the difficulties with the first version of these instruments and address problems that precluded many from completing them. The possible responses to questions have been modified, and comment boxes have been added to help the instrument more accurately reflect the differences between local boards of health. Because of these changes, certain boards will not be penalized in the scoring of the instrument for responsibilities they do not have or lack the power to perform. This may serve to increase the number of jurisdictions that complete the form and score it. One of the criticisms of the local governance instrument is the lack of reliability and validity testing of the instrument. Both the local and state systems instruments did undergo some validity and reliability testing. Hopefully, the changes in the governance instrument will allow more to be completed and appropriate validity and reliability testing will be done.
Many compelling reasons exist that suggest that all aspects of any local and state public health system should at least walk through the NPHPSP instruments if not complete them and have them scored. Perhaps the strongest of these is that the instruments assist in evaluating what the public health system needs to improve upon. Thus, they can serve as a learning tool to help systems, departments, and LBOHs strive for optimum performance. This is especially true for local boards of health, whose members usually have a limited knowledge about the public health system.
We are very close to health department accreditation. Many bodies of work, including the NPHPSP, exist to provide the science base for accreditation. According to the Robert Wood Johnson Foundation, in their publication Exploring Public Health Experience with Standards and Accreditation, many local agencies are looking to begin an accreditation process. 13 Accrediting an LBOH would have its challenges (ie, high turnover, lack of time to complete process by BOH members) but deserves consideration by the accrediting agency. Perhaps a solution to these issues would be to include questions regarding LBOH in the accreditation process for local public health departments. The NALBOH Board of Directors passed a resolution on October 23, 2004, related to accreditation of local public health agencies. They unanimously supported, in principle, the concepts of accreditation and the current efforts toward accreditation. Their resolution stated that such accreditation must include the governance of each agency as a core, fundamental factor in accreditation with specific aspects of governance included in the planning for such efforts.
14 Nevertheless, this very preliminary analysis and discussion, we hope, will encourage more jurisdictions to complete the local instrument. This will certainly improve our ability to ascertain how we can improve the performance of local boards of health. It will increase our knowledge of the functions of local boards and how quality improvement could be used to improve the performance of this vital portion of our public health system.
